DEPARA:PEBT'LF CA%BW MISSOUR! STATE BOARD OF HEALTH 8 '7 5 2

BumwortaCma "~ STANDARD CERTIFICATE 06 PEATH e

Registration District NoM Primary Registration District No.

Registrar’s No.

1. PLACE OF DEATH:

(a) County.

@ Cityortown—. S E. Tonis
(If outaide city or town limite, writs “RURAL" and name of township)
{£) Name of hospital or inatitution:

St. _Anthonv Hospital ./

(I not In hospital ar institution, writs strest nomber or location)
{d) Length of stay: In hospital or institutio

2, USUAL RESIDENCE OF DECEASED:

(a) State..._.m_ﬂ_s.ﬂlmj_.m_.. (3) County.
(¢) City or town St. Louis /‘7(

(If ontaids city or town limite, write "RURAL") f

(& Btreet No____ 2909 TLansdowne
(If rural, give location)

MARGLN BESERYELF FOR BINDING
WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N. B.——Every item of information should be carefuily supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain ternis, so that it may be properly classified. Exact statement of OCCUPATION is very important. .

0M-5.17-39
Rev. 5-17.39

o1 x19811

. (Bpecify whether
In this community. Tife
years, montha or days} {e) II foreign born, how long in U. 8. A.Y YOArs.
3. (d) PRINT MEDICAL CERTIFICATION
riet Name__Mrs. Qllie Normen .. . . ~ Mafel 5
3. () If veteran, 5. (¢} Social Security 20. DATE OF Dﬁ Mom doy..t
) ’ ) SO 1N ute__ D0 8 .M,
name war === N - yaar_.__l . hour miy
21. I hereby certify that I attended the d d from. ~
&. Color or 6. (a} Single, widoqeg marded, || F@s I7d, , 18, AQ o MaXe. DTh - 1040
4. Bex Female race. White divorced__}'y_].:_....gﬂ.._.. that ¥ last saw h._ 22 alive o Mar. 4 1h. . 194U
6. (b) Name of hushandorwife.. ..occoreeeree.. 6. (e) Age of hushand or wifeif || and that death occurred on the date and hour stated above. Du
Georce —-_ Iramediate cause of death,
7. Birth date of deceased dJanuary 8, ~iggg Acul.e Myocardiiis M 2. Da
(blonth) (D-:) (Yoar) b, QA
8. AGE: - Years Months Days If less than one day D%n /
o8 1 8 1.7 . , Y _Chronic Cholocysiitis
- min.
Due to.
o Birthptace__ St Louks . .Missouri & TS
(City, town, oz county) (3tataor forelgn coantry) - T o - . s
: feonditions-___CATONAC (hololithiasis g YIS.
10. Usual oecupatien.. JLOME O iacinde vrosoansy Siikin 3 manths of dewii) ] —
11, Industry or businem, . i PHYSICIAN
E 12. Name__OLto_Kermer - SRR %‘mén.__.____'___"w_._ Dadortine
2 | 18. Birthplace . Ge r'manv [ ‘ _ y the cause to
N?Cltr , town, e-wn_ﬂ') {Btate or rmunmln) ! ot No : : ’ should be
é 14. Maiden name, ina P?I’P nohn w b T T mm
g { 15. Birthplace (Gity, town. o covat ) (%Bizlnzmrwm) 22. If d eath was dus to external causes, fill in the following:

16." (a) Informanrnowndzmtur 4
@) Address... 4909 _Tan qri awne
@ Burial %) Date thereot 3/ /40

(Buhl.mtlon.ur removal} (Month) fp.,, (Yoar)
(e} Phce.burin.loru tion Valhaua Ge =P

19. (a)

(@) Accident, sulelde or homiclde (specify). ==

{) Date of occurrence
Where did in} g -t -

@ e City or town) s ty) {State)

(d) Did injury oceur in or about hnme, on farm, In In place, in public T

ID nrothet)M.f_D
Dato signed_ 2/ D/ 40




i +
* - ] . + )
L) 3 -
’ ' STATEMENT BY LICENSED EMBALMER
"7 I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.
T s Registered Apprentice No ;

‘ 'wm:king under my personal supefv}sion. ) - A ‘ " ' '
/' e o . ) .‘,‘ "t i . v A . . . .
- s o . ) . vS1gned i - : M—c A _—
) ) . T e S ‘ ' L@'él er No g{?/f :
. ' - . - . :: [ 2‘5

" : . P.0.Address : -
Note: The above MUST BE SIGNED BY T_HE LICENSED EMBALMER in his OWN HANf)WRITINC. (Failui'e to comply with
the above constitutes grounds for revocation of license.) ' K

1

-

If this.hody iz not embalmed, abhove space shoiild be left blank.




